However, cortical neurons which integrate signals from the two eyes will respond to the difference between the correlated display that can be fused 7.8.29 for testing infant binocularity by forced-choice preferential looking (FPL). The infant wears lightweight goggles with red and green filters in order to separate dynamic red/green dot patterns displayed on a large video monitor. In the stereogram display, the checkerboard pattern shown repre sents regions which have a crossed disparity (typically 42 min arc) relative to the background; they are not visibly distinctive if seen by either eye alone. These checks alternate between zero and crossed disparity at 2 alternations per second. The correlogram display is similar except that the checks alternate between correlated and anticorrelated dots. (Fig. 1) . In a longitudinal study in our laboratory 7 . 8 the same infants were tested on alternate weeks with the YEP and FPL methods. There was a strong correla tion between the ages at which a statistically reliable response of each kind was detected (Fig. 2) , with the average age of onset being about 2 weeks later on the FPL method compared with the YEP method.
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STEREOPSIS AND CORRELATION

DEPTH-RELATED RESPONSES
PLASTICITY OF BINOCULAR INTERACTIONS
There is ample evidence, from animal physiology and Results of a variety of stereo tests at age 4 years on a group of the surgically corrected strabismic children (n = 14) whose earlier results are shown in Fig. 4 , compared with age-matched orthotropic controls (n =18).
results pre-operatively. However, among the chil dren who could fixate with either eye, the majority showed responses to stereo disparity (Fig. 4) . There was no prism correction for the deviation during these tests, so these results imply binocular interac tions corresponding to the angle of deviation, which was typically in the range 30-60 prism dioptres .
Following surgical correction (and orthoptic ther apy), the majority of children in each group gave positive results on the FPL stereo test. This implies that at the age of surgery (11-27 months) the system is sufficiently plastic to re-establish binocular inter actions beween the newly aligned corresponding points. However, this appears to be a transient effect.
We have re-examined many of these children at age 
UNANSWERED QUESTIONS
The progress that has been made in understanding how binocularity develops makes it possible to formulate a number of unanswered questions.
How is the Infant's Visual System Organised Before the Establishment of Binocularity? 
How Does the Young Infant Control Vergence?
We have reviewed evidence that infants before 3 months can maintain eye alignment and adjust it to converge on a near target. In the mature system, a disparity signal provides the main input to achieve this, but these infants are insensitive to disparity. However, stereoacuity is reported to increase at a much more rapid pace than Drnax. This increase is also many times faster than the increase in resolution acuity with age, and faster than the increase in vernier acuity (which itself outpaces the increase in this has made it a model system for considering much broader issues of brain development and organisa-tion, in particular how the brain adapts to patterns of correlation across multiple inputs? 9 For these reasons, the unanswered questions of binocular development will no doubt continue to be a focus of research.
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